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The Story Beqins...

Bob Appel

Chief Executive Officer
Mason General Hospital
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Providence St. Peter Hospital

Stroke Discharges: (2009 497
* |schemic 315
* Hemorrhagic 109
* TIA 73
IV / |A tPA Patients: 75
Acute Stroke Screens: 364
TIA Clinic Patient Visits: 139
Inpatient ALOS (days): 3.26

Pat Putnam James McDowell, MD
Administrative Director, Neurosciences Vascular Neurologist
Providence - Southwest Washington Medical Director, Stroke Program

7N W= PROVIDENCE
%‘;’CHOICE St. Peter

. Regional Pete
Health Network Hospital



Aggressive Stroke Treatment

2009 Stroke Discharges by T

{inchuding transferred patients)

Total Strokes Per Year

(Ischemic, Hemorrhagic, TIA)

395 369 377 394
2008 2006 2007 2008

In 2009, 23.8% of ischemic
stroke patients discharged
from Providence St. Peter

Hospital received advanced 0
treatment, compared to a |
3.7% average rate across n =

Washington State. i
2005 2006 2007 2008 2009

HIischemic ETIA BEHemorrhagic

Advanced Stroke Treatments Per Year
(IV/IA Alteplase, Study Medications, Clot Retrieval)

mPSPH  m Drip & Ship




Stroke Network Overview

« 8 Hospitals

» 4 critical access
* 4 community
* 1 health network

County

Thurston
County

« Approximately 830

strokes & TIA's e O ®
discharged from

I’egion hospita|s N (Approx 475,000 lives)
2009.

* Neurology & neurosurgery support provided via telephone
consultation and remote image viewing.



Mason General Project Overview

Goal:

Provide the same standard of care for stroke
patients presenting at Mason General Hospital as
those presenting at Providence St. Peter Hospital.

« Complete evaluation & treatment decision within 45
minutes

* Treatment with tPA within 60 minutes if appropriate



CHOICE Regional Health
Mason General Hospital

Providence St. Peter Hospital

Ischemic Stroke Continuum

/"

Communities

Primary
Care

EMERGENCY SERVICES

(+) Pretty good at screening
for stroke

(+) Consistent protocols
between EMS companies
(+) Good utilization of NIH
assessment

(-) Communication to ED can
be spotty due to inconsistent
cell service.

COMMUNITIES

(-) Need to increase stroke
awareness and prevention

PRIMARY CARE

(-) Need to educate about
benefits of treating stroke /
TIA and treatment protocols

Opportunity to provide
education about TIA
assessments, work-ups and
TIA clinic to PCPs & ED

MGH EMERGENCY DEPT

(+) Patients are fast-tracked
when within treatment
timeframe.

(-) No standard protocols for
stroke management.

(?) Unable to provide much
treatment for Wake-Up
Strokes

(-) Could use a standardized
approach to TIA
management

(-) Unaware of availability of
TIA Clinic

Laboratory
Testing

4+ Diagnostic
B Imaging
8 0
\ N .‘0"
/ ’0 ‘0
- [ Emergency Acute
Department Ischemic Stroke

Determine
if hospital
has beds .

—
Start

JThrombolytics

Give
tPA

Contact
Neurologist

“ldentify
On-Call
eurologist.

Non-Acute

Ischemic Stroke

LABORATORY TESTING

(+) Turnaround not identified
as an issue.

DIAGNOSTIC IMAGING

(+) 24 hr staffing of 16-slice
CT scanner

(-) Timely after-hours reads
are inconsistent

(+) Remote PACS viewing at
PSPH file room.

(-) No remote access for
PSPH neuro docs due to
credentialing question

(?) Find out who provides
reading service after-hours

NEUROLOGY CONTACT

(-) Must contact PSPH first to
find out who is on-call... no
single contact number

(-) Requires multiple phone
calls {2-3} to contact
neurologist and identify bed
availability. Need transfer
center.

(-) Some inconsistency
among neurologists in
assessments and decision
making.

LEGEND

START THROMBOLITICS

(-) Standard diagnostic
protocol would help

(?) Uncertain about efficacy
of thrombolytics

Outside MGH / PSPH

Mason General Hospital Area

St. Peter Hospital Area




reate Detailed Project Plan

Protocols

Complete value mapping that includes current | Pat Putnam,
standard practice at MGH/PSFH and identify Dr. Gushee
areas of early wins
Identify and agree upon the following “Best Annie Stanford,
Practice” models: Dr. McDowell
o Transfer processes that includes comm

plan after patient is shipped
o Clinical standards for tPa administration
o Rehab plan that includes outpatient and

return ta home hospital
_
e
*  PSPH work with MGH and providers to Pat Putnam

credential providers —-

PSPH to put together packet of materials Annie Sanford

based an “Best Practices” that includes above —-

PSPH will develop a list of transfer items tg be | Annie Sanford

PSPH in collaboration with MGH develop a Pat Putnam
transfer feedback sheet
—-
*  MGH maps internal processes Or. Gushee,
Dona Kravis
MGH develop plan to invalve EMS that Dr. Gushee,
includes devel Oping process/protocols for Dr. Hoffman
EMS
o Send materials to EMS for review
2 EMS review and provide feedhack
MGH will involve radiology/lab and develop Dr. Gushee
internal process
@ Sent packet of materials for review
o Review and feedback
MGH swill develap and implement an internal Dr. Gushee/Dona Kravis
education plan focused on ED
o Development of £4 ucation packet
o Educate staff
o __Staff certification of MNIH

*  Review education and forms to identify Or. Gushee,
necessary updates, Dona Kravis




Pilot The Improvements

Mason General Hospital
Pre & Post Implementation tPA Administration

6 months prior to
Brain Attack pilot

6 months during
Brain Attack pilot
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The Mason General
EXxperience

Dean Gushee, MD, MS FACEP

Medical Director
Mason General Hospital

ﬂcmuc:—: = PROVIDENCE

e Regional St. Peter
Health Network Hospital



The Mason General Hospital Team

* Bob Appel

Chief Executive Officer

* Dean Gushee, MD, MS FACEP

Medical Director

* Joe Hoffman, MD

EMS Medical Director

* Dona Kravis, RN
ED Nursing Director

* Eileen Branscome, RN
Chief Operations Officer

* Holly Greenwood
CHOICE Regional Health Network



Mason General Hospital

* Critical Access Hospital

* Approximately 120 credentialed
physicians

* 9 Bed ED seeing ~22,000 visits/year

* 8 Board Certified and residency-trained
Emergency Physicians

* Level IV Trauma Designation



Mason General Hospital
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Before. ..

* Stroke patients not prioritized for CT

* No CT reading prioritization

* No specific communication plan

* No transfer protocol

* Variable ambulance availability for transfer
* No specific prehospital protoco

* Treatment based on physician preference,
experience and bias
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The Problem. . .

* Docs trained in the ‘dark art’ of individualism
* Practice Influenced by anecdotal experience
* “| know best for my patients”

* Small patient numbers = can’t see outcome
differences

* Differences of opinion prevent process
Improvement



The Problem...ME!




The Solution

* Agree to put aside differences in favor of
reducing variability

* Create a common vision and goal
* Trust our partners
* Adhering to process = the new ‘outcome’

* Leverage the best capabillities of the
extended medical community

* Use this experience for future initiatives



Vision

®* Provide evidence based, coordinated care,
for stroke and TIA patients and families to
ensure optimal outcomes in collaboration
with established regional partners



Goal

* Complete evaluation and treatment decision
for at-risk stroke/TIA patients within 60
minutes from door to disposition



Necessary Elements

* Administrative Commitment
* Skilled Facilitator

* Dedicated Team

* Physician Buy-in

* Agreement On Treatment Standards
Between Hospitals

* EMS Integration



Our Experience...

2/3 of ED nurses have completed NIHSS
training

Created basic ‘stroke kit —data forms,
Alteplase dosing calculator, meds, syringes
tubing, needles, etc.

Standardized blood pressure management
(e]0]

Created ‘stroke team’ alert system

SPH generously shared tools, best
practices



Our Data: Arrival to TPA Goal 60 minutes

70 A

60

50 -

40

30

20 A

10 1

0

66

2

3 4

Average = 53.5 Minutes



| essons |earned

* Standardized practices improve efficiency

* Use of a ‘transfer center’ can improve
communication

* Time goals are evidence based

* Data collection allows evidence based
protocol modifications

* It is possible to provide the best care to
patients no matter where they live



Role of Emergency Medical
Services

Joe Hoffman, MD

EMS Medical Director
Mason County EMS and MGH Emergency Room Physician

( CHOICE = PROVIDENCE

e Regional St. Peter
Health Network Hospital



Mason County EMS

15 agencies

3 ALS agencies

Approximately 225 providers

20% are paid employees

Just over 10,000 aid calls per year
Single 911 dispatch center



Dispatch

* Use a Criteria Based Algorithms
* |dentify patients in 4 %2 hour window
* Dispatch the closest units

* Advisory to units of potential stroke
candidate



History: SlngSymptomu Differential:
« Pravious CVA, TS o Alered mental status o See Alered Mantal Stalus
«  Provious cardiac / vascular surgery o  Weskness / Paralysis « TIA (Transient ischemic aftack)
« Assocaled diseases: dabetes + Blindness or other sensory loss « Sequme
hyperiension, CAD « Aphasa / Dynarthria «  Hypoghyoemia
«  Alrial fbrdiation « Syncope « Thrombotic stroke
« Medications (blood thinners) «  Vertgo / Dizziness « Embobc stroke
« Hslory of trauma « Vomitng « Hemaorhags stroke
» Headache o  Tumor
| »  Sezures +  Trauma
« Respiratory patiem change
« Hyperension / hypotension

[ Univon;l Pationt Care Pmtocol<|
' 1

’ 1| Obtain IV acoess i J Omxtrose "™ |1}
If no IV access
Bbogtzmoose <60 Glucagon H

2
r: Cincnnati Stroke Test N
i Pg. M

n “xxeemrql’g 116
] -
I IContnct Medical Controll I

Consider other appropriate

protocol as needed

Notes: Meds:

+ Onset of symptoms is defined as the last witnessed time the patient was Dextrose 12.5-25g
symptom free (i.e. awakening with stroke sympioms would be definedas an | IV PRN |
onset time of the previous night when patient was symptom free) Glucagon 1mg M

« The differential listed on the Allered Mental Status Protocol should also be

considered

« Be alert for airway problems (swallowing difficulty, vomRing).

« Hypoglycemia can present as a localized neurclogic deficit, especially in the
elderly

7Myne¢qtywm can be ve;y]mngucxa o ischemia o I

Northwest Region Emergency Medical Services & Trauma Care Council




Triage Decision

* Less than 4 Y2 hours from onset of
symptoms

* Deficit on initial stroke exam

* “Call the ball” and declare Code Stroke

* Choose a destination with shortest time to
1stCT



Destination Decisions

Wasen C;:'.rmé;(

19)

|1-ﬂ1 I

Belfair
Hoodsport ®

.ﬁﬂ@ Allyn ®
Union ®
(3)
Shelton @




Destination Decisions

* Mason General — Hwy 101 to just south of
Shelton and southern Hwy 3 corridor

* St. Peter’'s — South of Shelton

* Harrison Medical Center — Hwy 3 above
Allyn



Arrival

* Direct to CT scanner while giving report

®* Unit back into service but waiting at hospital
for potential quick turn around

* Complete patient care report

* |f unit Is unable to wait, call 911 at time of
transfer



Interfacility Stroke Transfer Protocol

¢  HOB 15-30 Degrees o if receiving thrombolytics confirm start
time and rate
e Every 15 minutes VS with Neurologic
Assessment o If infusing completed during transport,
note time in narrative

Universal Care Protocol

|
- = = K2 , |

tschemic Stroke without Ischermic Stroke with ‘ Hemorthagic Stroke
thrombolytics infusion thrombolytics infusion |
| |
Sap > 220 58P > 180 SBP >160
Or OR OR
DBP > 120 Dap > 105 DEP > 90

| 1 | .
i:l LABETALOL D m LABETALOL :] Ij LABETALOL P’]

Thrombolytics infusion
completes, start NS @ 100
mi/hr & note time

Notes Meds:

Hypotension: STOP thrombolytics (if infusing), | Thrombolytics: Dose & rate determined by
lay patient flat and give IVF Challenge hospital

Neurological Deterloration: STOP Labetalol: 10mg IV over 1-2 min may repeat
thrombolytic infusion (if infusing), ABC's and once in 5 minutes
assess as new patient with AMS |

Patient Care Report: A complete report will be
left with recelving hospital

Mason County EMS Critkoed Care Supplewent 1




What's Next?

Pat Putnam

Administrative Director, Neurosciences
Providence - Southwest Washington

_ Mason General Hospital : CHOICE

= PROVIDENCE

St. Peter

X "‘,z, Ny Where caring counts, Feel the difference.” = - ‘ Regional
Health Network

Hospital



Next Steps

* Continue Rollout To Regional Hospitals
Mason General has become a mentor

* With Critical Mass, Create a Regional
Stroke Network Group

Learn from / teach each other
Share comparative data & outcomes
Help set improvement priorities

* Collaborate on Public Education &
Awareness



Strategic Next Steps

* Increase Overall Capacity To Care For
Stroke Patients

Create a “Stroke Academy” to improve stroke
treatment, and expand stroke treatment capacity
within Southwest Washington.

* Provide Increased Access To Neuro-
Related Specialists

Implement telehealth network to provide for more
timely and comprehensive access to neuro-related
specialists.






Questions

* Bob Appel: bappel@masongeneral.com

* Dr. Dean Gushee: deangushee@agmail.com

* Dr. Joe Hoffman: hoffmanjoe@aol.com

* Pat Putnam:
Patrick.Putham@providence.org
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